The general appearances resemble those described in their similar cases in children by Messrs. M'Donald and Milne in the Journal of Pathology.' Only two previous cases of this disease in children have been described before this Section. In 19062 I described an acute case lasting only nine days in a boy aged 4 years; this was in every respect like the usual adult type. Another was described by Dr. Bertram Rogers in the same year.3 A peculiarity of the present case is its long duration, the boy being taken ill with jaundice nine weeks before his death. The advent of fever without obvious cause led one to suspect yellow atrophy, though none of the usual nervous or toxic symptoms were present. The absence of leucin and tyrosin from the urine is not unusual in this disease.
My thanks are due to Dr. Woodforde for the pathological report and specimens, and to Dr. Chisholm for various suggestions.
Dr. F. PARKES WEBER said that the portion of the section of liver which he saw under the microscope probably showed recovery and regeneration of the hepatic cells. This would confirm Dr. Parkinson's opinion that the case was one of subacute hepatic atrophy, during which there was time for regenerative changes to occur in portions of the liver. There were, however, none of the tumour-like nodules (" compensatory adenomata ") seen in some regenerative livers. I Journ. Path. and Bact., Camb., 1909, xiii, pp. 161-73. B Rep. Soc. Study Dis. Child., 1906 , vi, p. 229. 3 Ibid., 1906 Two Cases of Transitory Diabetes Insipidus.
By LEONARD GUTHRIE, M.D., and G. A. SUTHRRLAND, M.D. CASE I.
T. K., AGED 21 years, was admitted to hospital on October 10, 1913, with a history of diarrhcea, off and on, for three weeks; motions foulsmelling, occasional vomiting. Had been extremely thirsty but did not want any food for a week.
On admission: A poorly developed boy, looking very ill and miserable.
Extremities and ears blue and cold. Skin very dry and inclined to peel, purpuric rash on chest and thighs. Tongue very red but clean. Heart and lungs normal. Abdomen flaccid, not distended. Liver enlarged to 1 in. above the umbilicus. He was very drowsy and extremely thirsty. Urine, of which he passed large quantities mostly into the bed, was of specific gravity 1004, contained no sugar or albumin, but a trace of acetone. The bowels acted three or four times daily. The motions were of the consistency of porridge, and of a peculiar slaty or bluishgrey in colour. They contained large numbers of Bacillus pyocyaneus, and also Bacillus coli, Bacillus acidi lactici, Bacillus lactis acPogenes, Staphylococcus aureus, yeasts and mioulds. The pancreatic reaction was negative. The peculiar appearance of the stools lasted for three days. Progress: For three weeks he remained in a prostrate condition, cold and slightly cyanosed, pulse feeble (90 to 130), temperature 990 to 1000 F. He was dozing all day, only waking every half-hour, calling for water, drinking it greedily, and then sleeping again. He consumed about 12 pints of water a day and passed large quantities of urine, the exact amount of which could not be ascertained. It remained of low specific gravity (1004 to 1006) and contained neither sugar nor albumin. The motions became lighter in colour and gradually normal, though containing undigested food for many days. At the end of the third week the drowsiness, thirst, and polyuria subsided. He developed a voracious appetite for about a week, and rapidly became convalescent. CASE II. R. H., aged 2 years, was admitted to hospital on September 9, 1913, as a case of (?) " meningitis." History: Diarrhoea, off and on, for three weeks, motions watery and very foul-;melling. At times he would seem quite well and at others " like a dead child." For two days unable to sit up or hold up head. Had vomited on first day of illness but not since.
On admission: A poorly developed child, looking very ill. Unable to sit or keep head erect without support. Drowsy and apathetic, submitting to examination and falling asleep as soon as it was finished. Skin dry and showing dirty yellow generalized pigmentation. Muscles very flabby. Abdomen distended but very soft, ftecal nmasses felt in descending colon. Liver felt 1 in. above the umbilicus and spleen 1 in. below ribs. Motions loose and putty-coloured, odour offensive. Urine, specific gravity 1006, containing no sugar and no albumin, but a trace of acetone, was passed in large quantities. The child was very drowsy and thirsty, calling for drink every half-hour and falling asleep as soon as he had taken it. The condition of drowsiness, thirst, and polyuria lasted for twelve days, during which the diarrhoea continued, and he seemed very ill and miserable. The temperature was normal, with occasional rises to 1000 or 101°F. At the end of a fortnight he was much better, no longer drowsy or thirsty, and passing a normal amount of urine of specific gravity 1020. Diarrhoea gradually ceased and the miiotions became normal. As the symptoms subsided he became excessively hungry, rapidly put on weight, and was discharged convalescent from hospital on October 24, six weeks after admission.
Rernarks.-We are unfamiliar with similar cases of transitory diabetes insipidus in children. Both patients presented so many features in common that they must be regarded as suffering from one and the same affection. Both children looked pictures of abject misery and were obviously extremely ill for two or three weeks after admission. Thirst was very marked in both. Each would call for drink every half-hour and would take about a pint of water at a time, only stopping once to draw breath meanwhile. Unless allowed to have as miiuch as they wanted they would cry till they got more. Polyuria was equally remnarkable. The amount could not be measured, but the beds were continually swamped with urine. The collected urine was of low specific gravity (1004 to 1006), pale and containing a trace of acetone, but otherwise normal. The specific gravity rose to 1020 as convalescence was established. Drowsiness was constant and peculiar. During the stage of thirst and polyuria each patient would only wake up to ask for drink and immediately fall asleep again. The motions in each case were offensive, loose, and unformed, but there was no excessive diarrhea to account for the thirst. The peculiar slaty-blue colour of the faeces in Case I was probably due to the presence of Bacillus pyocyaneus. The skin in each case was remarkably dry and unhealthy looking. Yellowish pigmentation was present in one and a purpuric eruption in the other. Buliniia: In each case as the thirst, drowsiness, and polyuria passed off the appetite became voracious for a week or two.
Each patient would demand dinner half an hour after a good breakfast. The bulitnia was as prominent as the polydipsia and ceased as convalescence took place. The extreme drowsiness favours the view that these were cases of true diabetes insipidus and not of polydipsia alone. A possible explanation is that the intestinal derangement present in both cases set up toxeemia which, acting on the kidneys, prevented the output of waste products, and thus gave rise to urammic drowsiness. According to Erich Meyer, the essential error in true diabetes insipidus is inadequacy on the part of the kidneys to excrete urine of more than a certain very low concentration. In order to secure the excretion of solid waste enormous volumes of water are required. Another explanation is that the symptoms were due to toxmimic affection of the vasomotor centres and sympathetic system, or perhaps of the pituitary body.
We are indebted for the notes to Dr. Hay, House Physician at Paddington Green Children's Hospital.
